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This visit was for investigation of a State
complaint.
Complaint Number: INO0104808
Unsubstantiated: lack of sufficient evidence
Date: 7/19/12
Facility Number: 003497
Surveyors:
Linda Dubak, R.N.
Public Health Nurse Surveyor
ReBecca Lair, LCSW
Medical Surveyor
Carmel Ambulatory Surgery Center is in
compliance with 410 IAC 15-2.5-3, Medical
records, storage, and administration, Indiana
Ambulatory Surgery Center Licensure Rules.
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